We report three patients with deposition of pseudoexfoliation (PXF) material on intraocular lens years after uneventful cataract surgery. PXF was not present before the cataract surgery. The PXF material was found on the anterior surface of the intraocular lens in the first patient and on the posterior surface as well in the other two patients. All the patients had a polymethylmethacrylate intraocular lens placed in the sulcus. The fellow eyes did not have PXF. All the patients had open angle glaucoma in both eyes.
First demonstrated in 1917 by Lindberg, pseudoexfoliation (PXF) is diagnosed clinically by the appearance of grayish white flaky material on the anterior lens capsule and/or pupillary margin. [1] Various zones of PXF distribution on lens have been described in detail by Sugar. [2] In addition, PXF has been found to be deposited in the zonules, ciliary body, iris, corneal endothelium, angle, anterior vitreous face, and even extraocular sites such as stroma of conjunctiva and blood vessels. [1] With relation to intraocular lenses (IOL), spontaneous dislocation, anterior capsular contraction with decentration, and tilt of IOL have been reported in patients with PXF. [3, 4] Though of rare occurrence, deposition of PXF material on the intraocular lens has been reported. [5] [6] [7] [8] [9] We report similar deposition of PXF material on polymethylmethacrylate intraocular lens years after uneventful cataract surgery in three Indian patients.
Case Reports

Case 1
A 70-year-old man presented in January 2011 to our OPD with poor vision in both eyes (BE). He had extracapsular cataract extraction with implantation of a polymethylmethacrylate intraocular lens (PMMA IOL) in left eye (LE) in June 2007 for nuclear cataract. There was no record of PXF noted on the lens surface or pupillary ruff before cataract surgery. On examination, the best-corrected visual acuity (BCVA) was 20/200 in right eye (RE) and no perception of light in LE. The intraocular pressure (IOP) was 42 and 17 mm Hg in RE and LE, respectively. Examination of RE revealed dense nuclear cataract with no PXF and a cup/disc ratio of 0.9. Gonioscopy showed open angles with patchy peripheral anterior synechiae (PAS). In LE, the pupil was dilated and fixed with frosted granular material similar to PXF over the anterior surface of IOL and new vessels on iris were present [ Fig 
Case 3
A 62-year-old male with air-borne contact dermatitis had cataract surgery 10 years ago in BE in our hospital. There was no PXF noted at the time of extracapsular cataract extraction in BE. On examination, BCVA was 20/30 in BE, PXF was noted in LE in pupillary ruff, and on IOL placed in sulcus. PXF was radially distributed nasally on the IOL and as granular dots on the posterior surface [ Figs. 3a and b] . RE did not show PXF on pupillary ruff or IOL surface. The IOP in BE were 14 and 12 mmHg, respectively. Fundus examination revealed a cupping of 0.8 and 0.6 in RE and LE, respectively.
Discussion
In the three patients that we report, PXF was not noted before the cataract surgery. Nor did the fellow eyes of the patients have PXF. In Case 1, PXF was noted on the anterior surface of the IOL whereas in Cases 2 and 3, on the anterior and posterior surfaces. Though a rare finding, there are at least five published reports of PXF on IOL in the literature. [5] [6] [7] [8] [9] The number may be much more as this entity is generally not looked for in a pseudophakic eye or it could be under-reported. Chen et al. described three cases in which exfoliative material was noted on the posterior surface of IOL. [7] All three cases had an open posterior capsule before PXF was first seen. In all our patients, posterior capsule was intact.
In Case 1, the PXF had a frosted appearance with little granularity but Cases 2 and 3 showed radial distribution on IOL similar to that seen on the crystalline lens. PXF on posterior surface of IOL in two cases appeared as granular dots as described by Park et al. in two of their cases. [8] All cases had bilateral glaucoma. Incidence of glaucoma in eyes with PXF in Indian patients has been shown to range between 22.6% and 24.1%. [10] In our patients, there was unilateral PXF but bilateral glaucoma which is not uncommon. These are typical presentations of PXF superimposed on POAG. The first two patients were already known cases of POAG on irregular treatment. The third patient however had normal pressures but with moderate cupping. PXF can be clinically evident some years after cataract surgery; it is unknown if a subclinical form could have contributed to the development of the glaucoma.
Stewart et al. reported deposition of PXF on the anterior surface of an acrylic IOL. [5] In our patients, PXF was deposited on PMMA lens. Park et al. had hypothesized that IOL placed in the sulcus stimulates ciliary body surface and production of PXF. [8] Pseudoexfoliative material produced by one intraocular tissue can be deposited on other structures including a PMMA IOL. The presence of PXF anywhere in only one eye should alert the ophthalmologist in the aggressive management of the glaucoma. To conclude, this case series suggest that PXF could have a role in many more cases of presumed POAG without obvious PXF material on lens surface or pupillary ruff. Followup of patients of POAG should include slit-lamp examination even in a pseudophakic eye to look for PXF as it can clinically make its appearance later. 
